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Abstract
Background: Mounting evidence suggests that holding multiple concurrent jobs in public and private (dual practice)
is common among health workers in low- as well as high-income countries. Nurses are world’s largest health
professional workforce and a critical resource for achieving Universal Health Coverage. Nonetheless, little is known
about nurses’ engagement with dual practice.
Methods: We conducted a scoping review of the literature on nurses’ dual practice with the objective of generating
hypotheses on its nature and consequences, and define a research agenda on the phenomenon. The Arksey and
O’Malley’s methodological steps were followed to develop the research questions, identify relevant studies, include/
exclude studies, extract the data, and report the findings. PRISMA guidelines were additionally used to conduct the
review and report on results.
Results: Of the initial 194 records identified, a total of 35 met the inclusion criteria for nurses’ dual practice; the vast
majority (65%) were peer-reviewed publications, followed by nursing magazine publications (19%), reports, and
doctoral dissertations. Twenty publications focused on high-income countries, 16 on low- or middle-income ones,
and two had a multi country perspective.
Although holding multiple jobs not always amounted to dual practice, several ways were found for public-sector
nurses to engage concomitantly in public and private employments, in regulated as well as in informal, casual
fashions. Some of these forms were reported as particularly prevalent, from over 50% in Australia, Canada, and
the UK, to 28% in South Africa. The opportunity to increase a meagre salary, but also a dissatisfaction with the
main job and the flexibility offered by multiple job-holding arrangements, were among the reported reasons for
engaging in these practices.
Discussion and conclusions: Limited and mostly circumstantial evidence exists on nurses’ dual practice, with
the few existing studies suggesting that the phenomenon is likely to be very common and carry implications for
health systems and nurses’ welfare worldwide. We offer an agenda for future research to consolidate the existing
evidence and to further explore nurses’ motivation; without a better understanding of nurse dual practice, this will
continue to be a largely ‘hidden’ element in nursing workforce policy and practice, with an unclear impact on the
delivery of care.
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Background
Health workers’ dual practice has been identified as one
of the priority research areas in the human resources for
health domain [1]. There is a concern among policy-
makers and patients alike that simultaneous engagement
with public and private sector activities jeopardise the
availability of professionals and the quality of services in
the public sector and divert patients towards costlier pri-
vate care, therefore putting at risk the attainment of
Universal Health Coverage (UHC) goals [2, 3].
‘Dual practice’ in the health sector has been defined as
health workers’ concomitant engagement in public and
private sector clinical activities, with the public sector
job representing the ‘primary’ one to which the largest
proportion of working hours are allocated [4]. Although
very common worldwide, the practice has been trad-
itionally treated with suspicion by the public health and
health system research literature, amid fears that it may
compromise the supply of public services [5] and en-
courage absenteeism in public institutions [6], as well as
the selection and diversion of patients towards private
services [7]. Scholars have highlighted the possible po-
tential benefits of the practice, such as the opportunity it
offers to provide a wider range of health services to the
population and to retain underpaid workers in the public
sector [8]. Others have paid attention to the regulatory
aspects [9], with some focusing on the systems’ govern-
ance and institutions [10] and others on the incentives
to be offered to achieve the desired level of service
provision [11, 12].
Substantial literature exists on physicians’ dual practice
[13, 14], most recently building up evidence on its preva-
lence, forms, and drivers worldwide [15–17], as well as on
modelling possible regulatory frameworks [12, 18]. How-
ever, nurses’ engagement in multiple job-holding is, in
comparison, less explored, despite preliminary evidence of
its high prevalence in high-income [19] as well as in low-
income settings [20], and amid concerns of its impact on
the nurses’ wellbeing [21].
Nurses and midwives are the world's largest group of
health professionals, representing 48% of the global health
workforce, and their role is widely considered critical for
the delivery of UHC goals in high- as well as low-income
countries [22]. However, the profession has recently come
under pressure because of growth of the demand for
health services and concomitant scarcity of funds, and the
global shifts in the world’s health labour market [23]. As
the nursing workforce is predominately female, policy op-
tions to address nurses’ participation in the public and pri-
vate labour market will need to take gender into account
[24, 25].
This scoping review sets out to fill this knowledge gap
by systematically searching and reviewing the studies
conducted on nurses’ simultaneous engagement in
public and private clinical activities [26]. Its specific ob-
jectives are (1) to map out the existing literature on the
subject, determining its prevalence and distribution
across geographies, publication types (e.g. peer-reviewed,
grey), and specific topics addressed; (2) summarise the
evidence, perspectives, and specific contents addressed;
and (3) propose an agenda to advance research and de-
velopment activities to first identify and then mitigate
any pervasive effects of nurses’ dual practices to UHC,
based on the scoping review results.
Methods
A scoping review was conducted to determine the extent
and key themes within the literature on nurses’ dual
practice, as well as to identify areas for future research
on the topic. Such knowledge synthesis method is com-
monly used to address exploratory research questions, to
map the existing literature on a field or to preliminarily
identify gaps in that literature [26–28]. We used the five
Arksey and O’Malley’s methodological steps to develop
the research questions, identify relevant studies, include/
exclude articles, extract the data, and report the findings
[28]. As the methodological guidance for the report of
scoping review is still under development, we used the
PRISMA guidelines where appropriate [29].
In March 2017, we searched MEDLINE (through
PubMed), the ISI Web of Knowledge, Scopus, and the
CINHAL Plus with full texts (through EBSCO). We used
a set of keywords for the searches and, where appropriate,
Medical Subject Headings for nurses combined with key-
words and indexed terms related to dual practice (using
the Bolean operator ‘AND’). Additional file 1 provides full
details for the initial search strategy for each of the data-
bases searched. The grey literature also was searched by
visiting websites dedicated to nursing and/or health work-
force issues. To widen the scope of the review, the
searches on databases and grey literature were not filtered
for publication date, language, or publication type. Human
resources for health experts (named in the Additional file
1) were a priori contacted to provide relevant references
on forms of dual practices among nurses. A posteriori
(early December 2017), and based on suggestions coming
from the peer-review process, we expand the search terms
in the database searches (adding the keywords ‘temporary
employment’ and ‘multiple employers’) to provide a few
additional records which were considered for the review
results, as well. Iterative rather than strictly streamlined
procedures are typical in the process of conducting scop-
ing reviews [26]. A final search strategy included snowbal-
ling searches (reference list scanning, author tracking)
performed on the articles preliminarily selected. Refer-
ences from databases or other sources were filtered
through the same eligibility criteria.
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To be included, studies needed to address explicitly
both nurses and dual practice issues. The working defin-
ition for the ‘nurses’ category contained explicit refer-
ence in the text to the professional label, with midwives
included too. The working definition of dual practice, in
turn, referred to concomitant practice in two (or more)
distinct clinical services, either in the same or in differ-
ent healthcare institutions. Public employment was
considered the primary job, whereas the secondary (or
subsequent) job(s) was considered the one(s) where
fewer working hours were spent, periodically or regu-
larly. Alternative labels for dual practice included ‘moon-
lighting’, ‘public-private work’, ‘multiple profit-generating
activities’, ‘dual/multiple job-holding’, and ‘second jobs’.
‘Casualization of work’, defined as the process of re-
placing full-time and regular part-time staff with con-
tract staff employed on an ad hoc basis, is another
phenomenon related in many ways to dual practice [30].
As such, papers addressing this form of employment in
relation to dual practice were also included.
Documents in English, French, Portuguese, Italian,
and Spanish were included. With the exception of jour-
nal commentaries, editorials, and letters to the editor,
we did not exclude references because of the type of art-
icle (such as opinion pieces), study output (e.g. final or
preliminary results), countries or world regions, publica-
tion status (i.e. both peer-reviewed and grey literature),
or publication date. Titles and abstracts were first
screened by one of the authors (TJ) and then reviewed
in duplicate by the first author (GR), who finally deter-
mined the suitability for the full-text review. Full-text re-
view was carried out by one of three authors, all with a
research track record in nurse workforce and/or dual
practice issues (GR, IF, JB). Any of the authors were able
to directly include or exclude papers on the basis of the
eligibility criteria; agreement between two or more re-
viewers was sought for doubtful cases.
Based on the overarching aim of the paper, the prelim-
inary knowledge of the literature, and a priori consult-
ation with health professionals [13], we developed the
following set of questions to guide the data extraction
for the review:
 What are the forms in which nurses engage in
multiple profit-generating activities?
 What are the different features of nurses’ multiple
job-holding?
 What is the prevalence of this phenomenon in
nursing?
 Why do nurses engage in dual practice?
 What are the enablers and barriers for nurses’ dual
practice?
 What are the personal/ professional drivers and
consequences?
 What are the consequences for health systems,
specifically for the delivery of quality and safe
nursing/health care?
 What are the consequences for nurses’ welfare?
 What are the consequences for patients?
 What are health workers’, managers’, and patients’
perceptions around this practice?
Data extraction tables were then purposively built by
the research team to collect data on the specific ques-
tions above, either using textual data or synthesis of the
articles’ findings/conclusions. Consistent with the scop-
ing review methodology, the data extraction did not
involve quality appraisal or grading of the evidence from
the studies.
A conventional form of qualitative content analysis,
with coding categories derived directly from the text
data, was used to analyse data retrieved for each topic
[31]. The first author performed a first synthesis of the
extracted material, that was then iteratively edited by
two of the other authors (IF, JB) following the themes
from the data extraction table.
Findings from the literature review on nurses’
dual practice
From 228 records retrieved, 159 (70%) were excluded
after reviewing their titles and abstracts (Fig. 1). An add-
itional four articles were identified through snowballing
search strategies, resulting in a total of 73 full texts
assessed for eligibility. Of all these, a total of 35 (48%)
articles finally met the inclusion criteria for addressing
dual practices of nurses: 20 using predominantly quanti-
tative methods and 15 using mostly qualitative designs.
The vast majority of the studies were in English, with
only four published in Portuguese and one in Spanish.
Additional file 2 provides spreadsheets for the (a) list of
included articles organised by study-type, (b) the data
extraction table, and (c) list of articles excluded with the
respective reasons.
The vast majority of such documents (65%) were peer-
reviewed publications, with the remainder being nursing
magazine publications (19%), reports, and doctoral disser-
tations. Twenty publications focused on high-income
countries (particularly on the USA, UK, Canada, and
Australia), 16 on low- and middle-income ones (South
Africa, Ethiopia, Iran, and Uganda), and two provided a
global view on the phenomenon. Many of the documents
(n = 28) reported information on the prevalence of the
phenomenon, and discussed its different forms (25).
Drivers and motivations of nurses’ multiple job-holding
were the subject of 10 (out of 38) of the documents, while
individual and institutional consequences of the practice
were discussed in 9 and 12 pieces, respectively. Only seven
of the retrieved documents mentioned policy options
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associated with nurses’ multiple-job holding. Below we
present the literature retrieved, organised in sec-
tions reflecting the emerging themes.
Forms of nurses’ multiple job-holding
From the documents retrieved, it emerged that nurses’
engagement in dual practice can take different forms
and shapes, with often blurred boundaries. Some authors
mention ‘secondary jobs’ and ‘moonlighting’ practices,
where public sector nurses engage with the private sec-
tor either individually or through an organised nursing
services agency [32–34]. Ribera Silva et al. (2009) as well
as Gupta et al. (2006) refer generally to ‘nurses taking up
public or private secondary jobs’ in Brazil, Chad, Côte
d’Ivoire, Zimbabwe, and Mozambique. A similar
operational definition is adopted by Serra et al. to de-
scribe nurses’ practicing simultaneously in the national
healthcare system and for NGOs or private clinics.
Publications from HICs at times use the expression
‘casualization of work’ to describe job insecurity through
a lack of a stable contract of employment, but also the
practice of working flexibly for public and private health
facilities, often through agencies and banks for
outsourced nursing services [35–38].
However, a distinction is drawn in the literature
between holding multiple jobs concurrently, and dual
practice, where the nurse’s primary job is in the public
sector, and that may be affected in many forms by the
simultaneous engagement with other clinical, profit-
generating activities [13]. Three common forms of
nurses’ dual practice are mentioned, and often used
interchangeably, in the literature;
 Primary public sector employment with additional
nursing work in the public sector—typically nightly
extra shifts in different departments of the same
hospital/facility, or other public facilities in the same
geographical area [39, 40];
 Primary public sector employment with additional
nursing work in the formal or informal private
sector—long-hours shifts, or side jobs during spare
time/vacation from main employment [34, 41, 42];
 Fixed part-time employment in the public, coupled
with multiple flexible contract assignments in public
and private sector, often though nurse agencies
(referred to as ‘casualization’) [21, 43, 44].
Some authors report that boundaries between public
and private sector employment are often blurred,
Fig. 1 Flow diagram of the scoping literature review process
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particularly in low-income settings, and that ad hoc classi-
fications of multiple-job holding may be required to cap-
ture the essence of the practice for specific countries [2].
Magnitude of the phenomenon
Although using different definitions of the practice, a
number of studies attempted measuring the prevalence
of nurses’ engagement in multiple job-holding in high-
income as well as low- and middle-income countries
(see Table 1 below). These are mainly cross-sectional
surveys that do not provide data on trends for the
phenomenon.
For Australia, Creegan et al. [36] show that 51.7% of
nurses worked part-time in 1997, while in 2011 Batch
and Windsor found that the nursing profession had a
higher rate of casualization than other professional and
highly skilled workforces, and that 47.5% of nurses were
employed in non-standard work [44].
For the UK, Tailby reports that 80% (of 185 000) nurses
registered with NHS nurse banks had another nursing job,
and 60% worked occasionally or regularly additional shifts
paid at bank or agency rates [43]. In a survey among nurs-
ing magazines’ readers in 2013 [45], 54% declared taking
up extra nursing work, and 10% another full time job out-
side nursing; 5 years later, 47% of the 900 nurses partici-
pating in another online magazine readers survey declared
engaging in bank and/or agency shifts [37].
A report from the US Bureau of Labor Statistics
[46] shows that multiple job-holding has grown stead-
ily over the last decades, that 6.3% of nurses had
multiple jobs in 2014, and that such prevalence was
higher for a small sample of male nurses (9.5%). A
2017 article from Canada [35] provides evidence that
15.8% of all rural nurses are in casual jobs and that
casualization is particularly common among registered
nurses and licenced practical nurses (16.5%), and
more common among those nurses living in the
north of the country (20.0%).
Evidence on the phenomenon from LMICs is substan-
tial too; Gupta et al. report from a multi-country study
that nurses dual practice would be more limited than
physicians’—the former calculated to be 11% in Chad;
7% in Cote d’Ivoire; 26% in Jamaica; 1% in Mozambique;
0% in Sri Lanka; and 7% in Zimbabwe [41]. In a World
Bank study in Ethiopia [34], a similar proportion of a co-
hort of public sector nurses (5%) were found to have
secondary jobs 5 years after their initial appointment.
Several studies by Rispel and colleagues from South
Africa showed the prevalence of different forms of mul-
tiple employment to be common (around 28%) and on
the rise among South African nurses [21, 33]. And in
Brazil, Portela et al. showed 41.5% of nurses in two pub-
lic hospitals to be moonlighters [39].
Drivers and motivation
A few individual and institutional drivers for the practice
are recurrent in the literature. At a personal level, the
need to increase overall earnings by supplementing in-
come from main salary is by far the most common, such
as in Northern Ireland and elsewhere in the UK—where
holding multiple jobs is seen by many nurses as an es-
sential way to increase income [38, 45]. However, also
for a low-income country like Ethiopia where a nurse’s
salary is typically higher than the country’s average Gross
Domestic Product (GDP) per capita, Serra et al. report
that half of the nurses followed in their study took up a
second job to support their families [34].
Flexibility of additional part-time employment seems
to be another key factor for Australian and UK nurses,
since nursing is a typically female profession, and some
female workers have a strong preference for part-time,
flexible jobs in comparison to their male peers [36, 43].
In the surveys in South Africa [21, 33], the opportunity
for learning new nursing skills, the need to introduce di-
versity in professional routines, a more stimulating
working environment, the quality of supervision, and the
ability to select their own working hours were the key
reported motivating factors for South African nurses.
At a more institutional level, also in South Africa, the
growing demand for nursing services from the private
sector is pointed to as the key driver of the phenomenon
of casualization of nursing employment. Taking a
broader organisational perspective, Batch and Windsor
(2014) argue that the ‘casualization movement’ is really
aimed at creating a more flexible, cheaper, and easier to
manage the nursing workforce.
Consequences of nurses’ multiple job-holding
No specific study appears to have assessed the impact
of nurses’ dual practice, although many articles offered
hypotheses and interpretations in regard. Generally,
health worker’s dual practice is regarded unfavourably
in the academic literature. McPake et al. argue that, de-
pending on its forms and prevalence, it could hamper
the attainment of UHC in some countries [2]. Others
report that the associated increased tiredness and lack
of alertness for casual workers who work long hours in
multiple jobs, as well as their difficulty of communica-
tion with resident staff, are reported to substantially in-
crease the risk of clinical accidents [32]. However, a
PhD dissertation work from the USA shows that, on
average, nurses with a secondary job tend to work fewer
hours in their primary, public employment than their
non-moonlighting colleagues [47]. Studies in South Af-
rica suggest that moonlighters are also more likely to
take vacation and time out from their main employ-
ment to pursue other jobs [21], and intentions to leave
Russo et al. Human Resources for Health  (2018) 16:14 Page 5 of 16
Ta
b
le
1
D
oc
um
en
ts
re
tr
ie
ve
d,
by
ke
y
th
em
es
A
ut
ho
r
an
d
ye
ar
M
ag
ni
tu
de
Fo
rm
s
Sp
ec
ifi
c
se
tt
in
gs
/
ex
am
pl
es
D
riv
er
s
an
d
m
ot
iv
at
io
ns
C
on
se
qu
en
ce
s
fo
r
pr
ov
is
io
n
of
se
rv
ic
es
C
on
se
qu
en
ce
s
fo
r
nu
rs
es
’h
ea
lth
Po
lic
y
op
tio
ns
A
ik
en
(2
00
7)
[5
8]
Re
vi
ew
of
U
S
nu
rs
e
su
pp
ly
an
d
de
m
an
d,
tr
en
ds
in
nu
rs
e
im
m
ig
ra
tio
n
D
oe
s
no
t
sp
ec
ifi
ca
lly
ex
am
in
e
du
al
pr
ac
tic
e
A
la
m
ed
di
n
et
al
.(
20
09
a)
[5
9]
Ex
am
in
es
im
pa
ct
of
‘ju
st
in
tim
e’
st
af
fin
g
po
lic
y
in
O
nt
ar
io
,C
an
ad
a-
an
d
SA
RS
ou
tb
re
ak
;i
nt
er
vi
ew
s
w
ith
13
nu
rs
e
ad
m
in
is
tr
at
or
s.
Ex
am
in
es
im
pa
ct
of
‘ju
st
in
tim
e’
st
af
fin
g
po
lic
y
in
O
nt
ar
io
,
C
an
ad
a-
fe
w
er
fu
ll
tim
e
st
af
f,
m
or
e
pa
rt
tim
e
an
d
ca
su
al
st
af
f
an
d
ag
en
cy
st
af
f.
Re
po
rt
s
hi
gh
er
co
st
s,
re
du
ce
d
su
rg
e
ca
pa
ci
ty
Fe
w
er
st
af
f
m
ea
nt
m
or
e
ov
er
tim
e,
st
re
ss
re
la
te
d
ab
se
nt
ee
is
m
in
cr
ea
se
d.
A
la
m
ed
di
n
et
al
.(
20
09
b)
[4
8]
Tr
ac
ki
ng
of
20
1,
46
3
nu
rs
es
re
gi
st
er
ed
w
ith
C
ol
le
ge
of
O
nt
ar
io
,1
99
3–
20
04
Fo
cu
s
is
on
al
lt
yp
es
of
jo
b,
ca
re
er
m
ov
e.
Li
m
ite
d
ex
am
in
at
io
n
of
ca
su
al
is
at
io
n
Ba
tc
h
an
d
W
in
ds
or
(2
00
9)
[6
0]
(a
)
N
ur
si
ng
ha
s
a
hi
gh
er
ra
te
of
ca
su
al
iz
at
io
n
th
an
ot
he
r
pr
of
es
si
on
al
an
d
hi
gh
ly
sk
ill
ed
w
or
kf
or
ce
s;
(b
)
In
A
us
tr
al
ia
in
20
11
in
20
11
,
47
.5
%
of
nu
rs
es
w
er
e
em
pl
oy
ed
in
no
n-
st
an
da
rd
w
or
k.
C
as
ua
lis
at
io
n
of
w
or
k
A
us
tr
al
ia
n
ho
sp
ita
ls
Th
e
ca
su
al
is
at
io
n
m
ov
em
en
t
ai
m
s
at
cr
ea
tin
g
a
m
or
e
fle
xi
bl
e
an
d
ch
ea
pe
r
nu
rs
e
w
or
kf
or
ce
Pa
rt
-t
im
e
an
d
ca
su
al
nu
rs
es
ar
e
m
ar
gi
na
lis
ed
an
d
ex
cl
ud
ed
-
ca
lle
d
ho
le
-
pl
ug
ge
rs
;M
ar
gi
na
lis
a-
tio
n
is
ac
ce
pt
ed
an
d
no
rm
al
is
ed
as
a
tr
ad
e-
of
f
fo
r
th
e
fle
xi
bi
lit
y
of
th
is
m
od
al
ity
Ba
tc
h
et
al
.
(2
01
5)
[4
4]
In
20
07
th
e
pe
rc
en
ta
ge
of
pa
rt
-t
im
e
an
d
ca
su
al
nu
rs
es
,
th
at
is
th
os
e
nu
rs
es
w
or
ki
ng
le
ss
th
an
35
h
pe
r
w
ee
k,
is
49
.8
%
or
al
m
os
t
ha
lf
th
e
nu
rs
in
g
po
pu
la
tio
n
In
fle
xi
bl
e
ro
st
er
s
an
d
un
re
as
on
ab
le
an
d
un
re
as
on
ab
le
w
or
kl
oa
ds
,
un
av
ai
la
bi
lit
y
of
fu
ll-
tim
e
w
or
k
in
th
e
ar
ea
of
ch
oi
ce
.L
ac
k
of
op
-
po
rt
un
iti
es
fo
r
pr
of
es
-
si
on
al
de
ve
lo
pm
en
t.
C
as
ua
la
nd
pa
rt
-t
im
e
w
or
ke
rs
se
en
as
pe
r-
ip
he
ra
lw
or
kf
or
ce
;M
ar
-
gi
na
lis
at
io
n
of
ca
su
al
w
or
ke
rs
w
ith
co
ns
e-
qu
en
ce
s
in
ca
re
er
ad
-
va
nc
em
en
t;
Im
pl
ic
a-
tio
ns
in
th
e
qu
al
ity
of
ca
re
du
e
to
la
ck
of
co
nt
in
ui
ty
of
ca
re
an
d
po
or
m
at
ch
of
nu
rs
es
’
sk
ill
s
to
a
w
or
kp
la
ce
.
Ba
um
an
n
et
al
.
(2
00
6)
[3
0]
‘C
as
ua
lis
at
io
n’
of
th
e
he
al
th
w
or
kf
or
ce
in
O
nt
ar
io
fo
llo
w
in
g
th
e
SA
RS
ep
id
em
ic
.
C
an
ad
a
(O
nt
ar
io
).
Em
pl
oy
in
g
an
un
ba
la
nc
ed
pr
op
or
tio
n
of
fu
ll
tim
e
an
d
ca
su
al
nu
rs
es
re
du
ce
s
fle
xi
bi
lit
y
of
a
ho
sp
ita
l
m
an
ag
em
en
t,
as
th
es
e
la
tt
er
w
ou
ld
be
le
ss
av
ai
la
bl
e
to
co
ve
r
fo
r
un
fo
re
se
en
ne
ed
s
Russo et al. Human Resources for Health  (2018) 16:14 Page 6 of 16
Ta
b
le
1
D
oc
um
en
ts
re
tr
ie
ve
d,
by
ke
y
th
em
es
(C
on
tin
ue
d)
A
ut
ho
r
an
d
ye
ar
M
ag
ni
tu
de
Fo
rm
s
Sp
ec
ifi
c
se
tt
in
gs
/
ex
am
pl
es
D
riv
er
s
an
d
m
ot
iv
at
io
ns
C
on
se
qu
en
ce
s
fo
r
pr
ov
is
io
n
of
se
rv
ic
es
C
on
se
qu
en
ce
s
fo
r
nu
rs
es
’h
ea
lth
Po
lic
y
op
tio
ns
Bh
en
gu
(2
00
1)
[1
9]
24
C
C
nu
rs
es
,f
ou
r
fo
cu
s
gr
ou
ps
,t
w
o
ho
sp
ita
ls
in
D
ur
ba
n,
So
ut
h
A
fri
ca
Se
co
nd
jo
bs
vi
a
ag
en
cy
w
or
ki
ng
A
ge
nc
y
w
or
ki
ng
in
by
pu
bl
ic
se
ct
or
nu
rs
es
in
IC
U
,
pr
iv
at
e
se
ct
or
ho
sp
ita
ls
(a
)
D
em
an
d
fo
r
C
C
nu
rs
es
in
th
e
pr
iv
at
e
ho
sp
ita
ls
;(
b)
Sa
la
rie
s
fa
ili
ng
to
ke
ep
pa
ce
w
ith
in
fla
tio
n;
(c
)
Te
st
in
g
th
e
ex
pe
rie
nc
e
of
w
or
ki
ng
in
pr
iv
at
e
se
ct
or
Re
po
rt
ed
th
at
IC
U
s
in
pr
iv
at
e
se
ct
or
ho
sp
ita
ls
to
ta
lly
de
pe
nd
en
t
on
ag
en
cy
m
oo
nl
ig
ht
er
s-
so
st
af
fe
d
by
‘st
ra
ng
er
s’
(a
)
Re
po
rt
ed
tir
ed
ne
ss
,
m
or
e
lik
el
y
to
go
of
f
w
or
k
si
ck
;(
b)
Ri
sk
of
‘h
ab
itu
al
m
oo
nl
ig
ht
in
g’
;(
c)
Ps
yc
ho
so
ci
al
pr
ob
le
m
s-
di
ffe
re
nt
m
ix
of
et
hn
ic
ity
an
d
la
ng
ua
ge
in
pr
iv
at
e
ho
sp
ita
ls
Pr
iv
at
e
se
ct
or
ho
sp
ita
ls
sh
ou
ld
de
ve
lo
p
cl
in
ic
al
gu
id
el
in
es
to
en
su
re
sa
fe
ty
in
ha
nd
s
of
‘st
ra
ng
er
s’
Br
ow
n
(1
99
9)
[4
7]
In
19
96
,f
em
al
e
re
gi
st
er
ed
nu
rs
es
(R
N
s)
w
er
e
m
oo
nl
ig
ht
in
g
at
th
e
ra
te
of
ab
ou
t
12
%
;f
em
al
e
ad
va
nc
ed
pr
ac
tic
e
nu
rs
es
(A
PN
s)
w
er
e
m
oo
nl
ig
ht
in
g
at
th
e
ra
te
of
ab
ou
t
24
%
.
Se
co
nd
jo
bs
he
ld
co
nc
ur
re
nt
ly
to
th
e
pr
im
ar
y
on
e;
Bu
t
al
so
,
se
co
nd
jo
b
no
t
he
ld
co
nt
in
uo
us
ly
,i
.e
.
irr
eg
ul
ar
ly
.
O
n
av
er
ag
e,
bo
th
RN
s
an
d
A
PN
s
ea
rn
m
or
e
on
th
ei
r
se
co
nd
jo
b
th
en
th
ey
do
in
th
ei
r
pr
im
ar
y
jo
bs
.-
Th
e
re
as
on
fo
r
th
e
hi
gh
ra
te
s
of
se
co
nd
-jo
b
ho
ld
in
g
am
on
g
nu
rs
es
re
la
tiv
e
to
fe
m
al
es
in
th
e
ge
ne
ra
lw
or
kf
or
ce
ap
pe
ar
s
to
be
a
fu
nc
-
tio
n
of
th
e
nu
rs
in
g
pr
of
es
si
on
its
el
f.
Th
os
e
w
ith
se
co
nd
jo
bs
te
nd
,o
n
av
er
ag
e,
to
w
or
k
fe
w
er
ho
ur
s
pe
r
w
ee
k
on
th
ei
r
pr
im
ar
y
jo
bs
th
an
th
os
e
w
ho
on
ly
ho
ld
on
e
jo
b.
C
re
eg
an
et
al
.
(2
00
3)
[3
6]
51
.7
%
of
nu
rs
es
in
A
us
tr
al
ia
w
or
ke
d
pa
rt
-t
im
e
in
19
97
C
as
ua
lis
at
io
n
an
d
no
n-
st
an
da
rd
(p
ar
t-
tim
e)
fo
rm
s
of
nu
rs
in
g
pr
of
es
si
on
A
us
tr
al
ia
an
d
re
fe
re
nc
es
to
th
e
U
K
(a
)
W
om
en
ar
e
m
or
e
lik
el
y
to
w
or
k
on
a
pa
rt
-t
im
e
ba
si
s
in
A
us
tr
al
ia
.N
ur
si
ng
is
a
pr
ed
om
in
an
tly
fe
m
al
e
pr
of
es
si
on
;(
b)
C
as
ua
liz
at
io
n
is
pa
rt
ic
u-
la
rly
co
m
m
on
am
on
g
Li
ce
nc
ed
Pr
ac
tic
al
N
ur
se
s
(1
6.
5%
)
(c
)
C
as
ua
liz
at
io
n
is
m
or
e
co
m
m
on
fo
r
ru
ra
l
St
at
es
(2
0%
)
(a
)
Th
e
hi
rin
g
ho
sp
ita
l
ha
s
lit
tle
co
nt
ro
lo
n
qu
al
ity
an
d
qu
al
ifi
ca
tio
ns
of
ag
en
cy
nu
rs
es
,u
se
d
to
to
p-
up
ex
is
tin
g
st
af
f;
(b
)
Th
e
sa
vi
ng
s
as
so
ci
-
at
ed
w
ith
ca
su
al
iz
at
io
n
of
nu
rs
in
g
ar
e
po
te
n-
tia
lly
la
rg
e
C
as
ua
ln
ur
se
s
do
no
t
en
jo
y
th
e
sa
m
e
pr
ot
ec
tio
n
an
d
su
pp
or
t
sy
st
em
s
as
pe
rm
an
en
t
on
es
,n
or
op
po
rt
un
iti
es
fo
r
pr
of
es
si
on
al
de
ve
lo
pm
en
t
(a
)
N
ee
d
to
un
de
rs
ta
nd
be
tt
er
th
e
sh
ift
in
g
w
or
kf
or
ce
pa
tt
er
ns
to
im
pr
ov
e
m
an
ag
em
en
t
an
d
pl
an
ni
ng
of
th
e
nu
rs
in
g
w
or
kf
or
ce
;(
b)
To
da
te
,e
ffo
rt
s
ha
ve
be
en
di
re
ct
ed
to
w
ar
ds
re
cr
ui
tin
g
m
or
e
nu
rs
es
in
pe
rm
an
en
t
po
si
tio
ns
.B
et
te
r
m
an
ag
em
en
t
of
th
e
ca
su
al
w
or
kf
or
ce
se
gm
en
t
co
ul
d
re
pr
es
en
t
an
al
te
rn
at
iv
e
po
lic
y.
Er
as
m
us
N
.
(2
01
2)
[5
3]
Br
oa
d
fo
cu
s
on
in
te
rn
sh
ip
,
un
pa
id
ov
er
tim
e,
m
oo
nl
ig
ht
in
g
in
SA
.M
ai
nl
y
di
sc
us
se
s
do
ct
or
s
In
st
al
le
le
ct
ro
ni
c
tim
e
re
co
rd
in
g
in
st
at
e
ho
sp
ita
ls
,c
es
sa
tio
n
of
un
pa
id
ov
er
tim
e,
lim
its
on
m
ed
ic
al
in
te
rn
sh
ift
s
Russo et al. Human Resources for Health  (2018) 16:14 Page 7 of 16
Ta
b
le
1
D
oc
um
en
ts
re
tr
ie
ve
d,
by
ke
y
th
em
es
(C
on
tin
ue
d)
A
ut
ho
r
an
d
ye
ar
M
ag
ni
tu
de
Fo
rm
s
Sp
ec
ifi
c
se
tt
in
gs
/
ex
am
pl
es
D
riv
er
s
an
d
m
ot
iv
at
io
ns
C
on
se
qu
en
ce
s
fo
r
pr
ov
is
io
n
of
se
rv
ic
es
C
on
se
qu
en
ce
s
fo
r
nu
rs
es
’h
ea
lth
Po
lic
y
op
tio
ns
Fa
rz
ia
np
ou
r
et
al
.(
20
15
)
[6
1]
31
%
of
nu
rs
es
in
pr
iv
at
e
se
ct
or
ha
d
a
se
co
nd
ar
y
jo
b
Ira
n
(T
eh
ra
n
pr
iv
at
e
ho
sp
ita
ls
)
Fe
ys
ia
et
al
.
(2
01
2)
[6
2]
Re
pe
at
in
g
fin
di
ng
s
fro
m
Se
rr
a
et
al
.(
20
10
)
Re
pe
at
in
g
fin
di
ng
s
fro
m
Se
rr
a
et
al
.(
20
10
)
G
ill
en
(2
01
3)
[4
5]
12
00
nu
rs
in
g
m
ag
az
in
e
re
ad
er
s.
54
%
to
ok
up
ex
tr
a
nu
rs
in
g
w
or
k,
an
d
10
%
an
ot
he
r
on
ou
ts
id
e
nu
rs
in
g
U
K,
am
on
g
N
ur
si
ng
St
an
da
rd
re
ad
er
s
To
co
m
pl
em
en
t
in
su
ffi
ci
en
t
pu
bl
ic
se
ct
or
sa
la
ry
46
%
w
as
th
in
ki
ng
of
le
av
in
g
nu
rs
in
g
pr
of
es
si
on
45
.8
%
de
cl
ar
ed
co
ns
id
er
in
g
le
av
in
g
nu
rs
in
g
be
ca
us
e
po
or
sa
la
ry
G
up
ta
an
d
D
al
Po
z
(2
00
9)
[4
1]
(a
)
11
%
C
ha
d;
(b
)
7%
C
ot
e
d’
Iv
oi
re
;(
c)
26
%
Ja
m
ai
ca
;(
d)
1%
M
oz
am
bi
qu
e;
(e
)
0%
Sr
i
La
nk
a;
(f)
7%
Zi
m
ba
bw
e
W
or
k
at
an
ot
he
r
lo
ca
tio
n
(h
ea
lth
fa
ci
lit
y
or
ot
he
r)
in
th
e
pr
ev
io
us
m
on
th
In
so
m
e
ca
se
s
it
w
as
re
po
rt
ed
th
at
nu
rs
es
di
d
no
t
ha
ve
th
e
rig
ht
of
pr
iv
at
e
pr
ac
tic
e
H
ip
pl
e
(2
01
0)
[4
6]
(a
)
Re
po
rt
on
da
ta
fro
m
U
S
La
bo
r
st
at
s;
(b
)
6.
3%
of
nu
rs
es
ha
d
m
ul
tip
le
jo
bs
-
hi
gh
er
fo
r
m
al
e
nu
rs
es
(9
.5
%
,b
ut
sm
al
ls
am
pl
e)
Se
co
nd
jo
bs
w
er
e
in
or
ou
t
of
he
al
th
se
ct
or
D
is
cu
ss
es
po
ss
ib
le
im
pa
ct
of
nu
rs
es
w
or
ki
ng
12
h
sh
ift
s-
m
ea
ni
ng
th
ey
w
ou
ld
ha
ve
m
or
e
fre
e
da
ys
fo
r
se
co
nd
jo
bs
Kn
au
th
(2
00
7)
[3
2]
64
%
of
nu
rs
es
on
12
h
ni
gh
ts
hi
ft
an
d
45
%
of
th
os
e
on
da
ys
hi
ft
ha
d
a
se
co
nd
ar
y
jo
b
Ex
te
nd
ed
pe
rio
ds
of
w
or
k
ac
ro
ss
di
ffe
re
nt
pr
of
es
si
on
s
(M
oo
nl
ig
ht
in
g
an
d
se
co
nd
ar
y
jo
bs
)
N
ur
se
s
in
12
h
ni
gh
t
an
d
da
y
sh
ift
s
In
cr
ea
se
d
sle
ep
in
es
s,
di
ffi
cu
lty
of
co
m
m
un
ic
at
in
g
w
ith
m
an
ag
er
s,
in
cr
ea
se
d
ris
k
of
ac
ci
de
nt
s
dr
iv
in
g
ho
m
e,
in
cr
ea
se
d
ab
se
nt
ee
ism
,r
ed
uc
ed
al
er
tn
es
s
La
ne
et
al
.
(2
00
9)
[5
0]
A
br
oa
d
ba
se
d
gl
ob
al
re
vi
ew
of
nu
rs
in
g
la
bo
ur
m
ar
ke
t,
he
al
th
sy
st
em
s
an
d
m
ac
ro
ec
on
om
ic
po
lic
y
H
as
a
br
ie
f
se
ct
io
n
on
du
al
pr
ac
tic
e
as
a
‘c
op
in
g
m
ec
ha
ni
sm
’
‘D
ua
l
pr
ac
tic
es
ra
ng
e
fro
m
le
gi
tim
at
e
pr
iv
at
e
pr
ac
tic
e
to
m
oo
nl
ig
ht
in
g
an
d
in
fo
rm
al
ch
ar
ge
s
fo
r
pa
tie
nt
s.’
D
ua
lp
ra
ct
ic
e
‘o
ft
en
re
su
lts
in
co
nf
lic
t
of
in
te
re
st
,i
dl
en
es
s
an
d
ab
se
nt
ee
is
m
.H
ow
ev
er
,
no
t
al
ld
ua
lp
ra
ct
ic
es
ca
n
be
co
ns
id
er
ed
as
co
rr
up
t
or
le
ad
in
g
to
pr
ed
at
or
ia
lb
eh
av
io
ur
,
bu
tt
he
im
pa
ct
of
th
es
e
pr
ac
tic
es
ca
n
sig
ni
fic
an
tly
un
de
rm
in
e
he
al
th
se
rv
ic
es
pr
ov
isi
on
an
d
pu
bl
ic
tru
st
’.
‘A
bu
si
ve
m
ul
ti-
em
pl
oy
m
en
t
ca
n
re
-
su
lt
in
ne
ga
tiv
e
co
ns
e-
qu
en
ce
s
fo
r
he
al
th
w
or
ke
rs
as
w
el
la
s
pa
tie
nt
s’.
Russo et al. Human Resources for Health  (2018) 16:14 Page 8 of 16
Ta
b
le
1
D
oc
um
en
ts
re
tr
ie
ve
d,
by
ke
y
th
em
es
(C
on
tin
ue
d)
A
ut
ho
r
an
d
ye
ar
M
ag
ni
tu
de
Fo
rm
s
Sp
ec
ifi
c
se
tt
in
gs
/
ex
am
pl
es
D
riv
er
s
an
d
m
ot
iv
at
io
ns
C
on
se
qu
en
ce
s
fo
r
pr
ov
is
io
n
of
se
rv
ic
es
C
on
se
qu
en
ce
s
fo
r
nu
rs
es
’h
ea
lth
Po
lic
y
op
tio
ns
M
ac
Le
od
et
al
.
(2
01
7)
[3
5]
1.
1%
of
al
ln
ur
se
s
w
er
e
in
a
jo
b-
sh
ar
e
ar
ra
ng
em
en
t
(a
)
15
.8
%
of
al
ln
ur
se
s
w
er
e
in
ca
su
al
jo
bs
;
(b
)
C
as
ua
liz
at
io
n
is
pa
rt
ic
ul
ar
ly
co
m
m
on
am
on
g
Li
ce
nc
ed
Pr
ac
tic
al
N
ur
se
s
(1
6.
5%
);
(c
)
C
as
ua
liz
at
io
n
is
m
or
e
co
m
m
on
fo
r
ru
ra
l
St
at
es
(2
0%
)
C
an
ad
a,
Re
gi
st
er
ed
an
d
Li
ce
nc
ed
nu
rs
e
po
pu
la
tio
n
in
ru
ra
la
re
as
an
d
in
th
e
no
rt
h
of
C
an
ad
a
C
as
ua
lis
at
io
n
of
nu
rs
in
g
in
ru
ra
la
re
as
/
co
m
m
un
iti
es
is
se
en
as
a
co
nc
er
n
th
at
sh
ou
ld
be
ad
dr
es
se
d
by
G
ov
t
po
lic
ie
s
M
cP
ak
e
et
al
.
(2
01
4)
[1
7]
Re
po
rt
s
ex
am
pl
es
an
d
pr
ev
al
en
ce
of
N
D
P
fo
r
se
ve
ra
lc
ou
nt
rie
s
fro
m
se
co
nd
ar
y
so
ur
ce
s
U
ns
pe
ci
fie
d
m
ul
tip
le
jo
b-
ho
ld
in
g
Lo
w
-
an
d
m
id
dl
e-
in
co
m
e
co
un
tr
ie
s
D
ep
en
di
ng
on
its
pr
ev
al
en
ce
an
d
re
gu
la
tio
n,
du
al
pr
ac
tic
e
ca
n
ha
m
pe
r
at
ta
in
m
en
t
of
U
H
C
D
iff
er
en
t
re
gu
la
to
ry
op
tio
n
de
pe
nd
in
g
on
co
un
tr
y
G
D
P,
re
gu
la
to
ry
ca
pa
ci
ty
,
an
d
de
fin
iti
on
of
bo
un
da
rie
s
be
tw
ee
n
pu
bl
ic
an
d
pr
iv
at
e
se
ct
or
s
M
on
te
iro
et
al
.
(2
01
2)
[4
0]
26
%
(o
ut
of
57
0
nu
rs
in
g
w
or
ke
rs
)
Se
co
nd
jo
b
in
th
e
sa
m
e
br
an
ch
(a
)
Pu
bl
ic
ho
sp
ita
ls
an
d
he
al
th
ce
nt
er
s
in
Br
az
il;
(b
)
N
ur
se
s,
nu
rs
in
g
as
si
st
an
ts
an
d
nu
rs
in
g
au
xi
lia
rie
s
M
on
to
ur
et
al
.
(2
00
9)
[4
9]
Ru
ra
la
nd
co
m
m
un
ity
ho
sp
ita
ls
in
th
e
H
am
ilt
on
N
ia
ga
ra
ar
ea
(C
an
ad
a
an
d
U
S)
It
w
as
re
po
rt
ed
by
nu
rs
es
th
at
pa
rt
-t
im
e
an
d
ca
su
al
nu
rs
es
of
te
n
se
ek
em
pl
oy
-
m
en
t
in
ot
he
r
ho
sp
ita
ls
an
d
lo
ng
-t
er
m
ca
re
ho
m
es
to
su
pp
le
m
en
t
th
ei
r
in
co
m
e
Em
pl
oy
m
en
t
in
m
ul
tip
le
or
ga
ni
sa
tio
ns
co
nt
rib
ut
es
to
sc
he
du
lin
g
is
su
es
be
ca
us
e
ca
su
al
nu
rs
es
ar
e
un
av
ai
la
bl
e
to
fil
l
va
ca
nt
sh
ift
s
Pa
in
a
et
al
.
(2
01
4)
[6
3]
Fi
ve
pu
bl
ic
se
ct
or
‘fa
ci
lit
y
ca
se
st
ud
ie
s’
in
Ka
m
pa
la
U
ga
nd
a
‘A
dd
iti
on
al
jo
bs
’
(F
oc
us
w
as
on
al
l
w
or
ke
rs
,n
ot
ju
st
nu
rs
es
)
‘D
is
tin
ct
ch
al
le
ng
es
’f
or
lo
ca
lm
an
ag
em
en
t
in
tr
yi
ng
to
m
an
ag
e
in
te
rn
al
du
al
pr
ac
tic
e
op
po
rt
un
iti
es
,l
in
ke
d
to
op
po
rt
un
iti
es
to
be
in
vo
lv
ed
in
ex
te
rn
al
ly
fu
nd
ed
re
se
ar
ch
pr
oj
ec
ts
w
ith
in
th
e
ho
sp
ita
l.
Va
ria
tio
n
be
tw
ee
n
na
tio
na
l–
fo
rm
al
po
lic
y
an
d
lo
ca
l-
in
vo
rm
al
po
lic
y
on
al
lo
w
in
g
w
or
ke
rs
to
ha
ve
se
co
nd
jo
bs
.
Russo et al. Human Resources for Health  (2018) 16:14 Page 9 of 16
Ta
b
le
1
D
oc
um
en
ts
re
tr
ie
ve
d,
by
ke
y
th
em
es
(C
on
tin
ue
d)
A
ut
ho
r
an
d
ye
ar
M
ag
ni
tu
de
Fo
rm
s
Sp
ec
ifi
c
se
tt
in
gs
/
ex
am
pl
es
D
riv
er
s
an
d
m
ot
iv
at
io
ns
C
on
se
qu
en
ce
s
fo
r
pr
ov
is
io
n
of
se
rv
ic
es
C
on
se
qu
en
ce
s
fo
r
nu
rs
es
’h
ea
lth
Po
lic
y
op
tio
ns
Po
rt
el
a
et
al
.
(2
00
4)
[3
9]
41
.5
%
of
pu
bl
ic
ho
sp
ita
l
nu
rs
es
w
er
e
m
oo
nl
ig
ht
er
s
M
JH
w
as
m
or
e
co
m
m
on
am
on
g
nu
rs
es
du
rin
g
12
h
ni
gh
t
or
da
y
sh
ift
s
Pu
bl
ic
ho
sp
ita
ls
in
Br
az
il
Lo
ng
(1
2
h)
ni
gh
t
sh
ift
s
fo
un
d
to
ha
ve
a
le
ss
ta
xi
ng
ef
fe
ct
on
nu
rs
es
he
al
th
th
an
da
y
on
es
.
Ri
be
iro
-S
ilv
a
et
al
.(2
00
6)
[5
1]
33
%
Se
co
nd
jo
b
in
an
ot
he
r
ho
sp
ita
lo
r
cl
in
ic
(a
)
Pu
bl
ic
ho
sp
ita
ls
Br
az
il;
(b
)
Re
gi
st
er
ed
nu
rs
es
an
d
nu
rs
in
g
as
si
st
an
ts
(N
=
14
4)
Th
os
e
w
ho
ha
d
tw
o
jo
bs
de
vo
te
d
m
or
e
tim
e
to
sl
ee
p/
re
st
on
th
e
jo
b
(a
)
Th
e
le
ss
tim
e
de
vo
te
d
to
le
is
ur
e
an
d
pe
rs
on
al
ne
ed
s
am
on
g
th
os
e
w
ho
w
or
k
m
or
e
as
so
ci
at
ed
w
ith
qu
al
ity
of
da
ily
lif
e;
(b
)
Sl
ee
p
on
th
e
jo
b
re
la
te
d
to
w
or
ki
ng
on
a
se
co
nd
jo
b.
Th
os
e
w
ith
tw
o
jo
bs
ha
d
lo
ng
er
sl
ee
p
ep
is
od
es
on
th
e
jo
bs
(c
om
pa
re
d
w
ith
th
os
e
w
ith
a
si
ng
le
jo
b)
Ri
sp
el
an
d
Bl
aa
uw
(2
01
5)
[2
1]
40
.7
%
re
po
rt
ed
ag
en
cy
or
m
oo
nl
ig
ht
in
g
in
pr
ev
io
us
ye
ar
A
ge
nc
y/
m
oo
nl
ig
ht
in
g
80
ho
sp
ita
ls
in
4
pr
ov
in
ce
s
in
SA
.A
ll
nu
rs
es
su
rv
ey
ed
11
.9
%
of
m
oo
nl
ig
ht
er
s
ha
d
ta
ke
n
va
ca
tio
n
to
do
ag
en
cy
w
or
k
or
m
oo
nl
ig
ht
;9
.8
%
re
po
rt
ed
co
nf
lic
tin
g
sc
he
du
le
s
be
tw
ee
n
pr
im
ar
y
an
d
se
co
nd
ar
y
jo
bs
St
ro
ng
nu
rs
e
le
ad
er
sh
ip
,e
ffe
ct
iv
e
m
an
ag
em
en
t
an
d
co
ns
ul
ta
tio
n
w
ith
fro
nt
lin
e
nu
rs
es
to
co
un
te
ra
ct
po
te
nt
ia
l
ne
ga
tiv
e
im
pa
ct
s
of
ag
en
cy
-
m
oo
nl
ig
ht
in
g
Ri
sp
el
et
al
.
(2
01
1)
[6
4]
(a
)
28
.0
%
IC
95
[2
4.
2;
32
.1
]
m
oo
nl
ig
ht
in
g
la
st
12
m
on
th
s;
(b
)
42
.2
%
m
oo
nl
ig
ht
in
g
ev
er
;(
c)
37
.8
%
IC
95
[3
2.
4;
43
.6
]
ag
en
cy
nu
rs
in
g;
(d
)
69
.2
%
IC
95
[6
4.
1;
73
.8
]
ha
d
do
ne
ov
er
tim
e,
m
oo
nl
ig
ht
in
g
or
ag
en
cy
nu
rs
in
g
in
th
e
pr
ec
ed
in
g
ye
ar
;(
e)
18
.5
%
re
po
rt
ed
al
la
ct
iv
iti
es
A
dd
iti
on
al
pa
id
w
or
k
(n
ur
si
ng
or
no
t
nu
rs
in
g
na
tu
re
)
in
pr
iv
at
e
he
al
th
fa
ci
lit
y,
an
ot
he
r
go
ve
rn
m
en
t
he
al
th
fa
ci
lit
y,
in
su
ra
nc
e
co
m
pa
ny
pr
iv
at
e
he
al
th
la
bo
ra
to
ry
or
sa
m
e
he
al
th
ca
re
fa
ci
lit
y
ex
cl
ud
in
g
ov
er
tim
e
(a
)
Ta
ki
ng
ca
re
of
pa
tie
nt
s,
op
po
rt
un
ity
to
le
ar
n
ne
w
nu
rs
in
g
sk
ill
s,
re
la
tio
ns
hi
p
w
ith
co
-w
or
ke
rs
,a
ge
nc
y’
s
w
ee
kl
y
pa
y,
ch
oi
ce
of
un
it/
w
ar
d,
jo
b
va
rie
ty
,
do
it
fo
r
th
e
m
on
ey
,
st
im
ul
at
in
g
w
or
k,
qu
al
-
ity
of
su
pe
rv
is
io
n,
m
od
er
n
eq
ui
pm
en
t/
in
-
fra
st
ru
ct
ur
e,
se
le
ct
io
n
of
w
or
ki
ng
ho
ur
s,
m
on
ey
ow
ed
to
re
v-
en
ue
se
rv
ic
e;
(b
)
Pr
e-
di
ct
or
s:
-
ha
vi
ng
ch
ild
re
n
pr
ov
in
ce
,s
ec
-
to
r
(h
ig
he
r
am
on
g
pr
i-
va
te
se
ct
or
)
-
M
an
ag
em
en
t
of
m
oo
nl
ig
ht
in
g
w
as
co
ns
id
er
ed
an
im
po
rt
an
t
po
lic
y
pr
io
rit
y
by
th
e
SA
G
ov
er
nm
en
t
w
hi
ch
is
re
fle
ct
ed
in
th
e
5-
ye
ar
H
RH
st
ra
te
gy
Russo et al. Human Resources for Health  (2018) 16:14 Page 10 of 16
Ta
b
le
1
D
oc
um
en
ts
re
tr
ie
ve
d,
by
ke
y
th
em
es
(C
on
tin
ue
d)
A
ut
ho
r
an
d
ye
ar
M
ag
ni
tu
de
Fo
rm
s
Sp
ec
ifi
c
se
tt
in
gs
/
ex
am
pl
es
D
riv
er
s
an
d
m
ot
iv
at
io
ns
C
on
se
qu
en
ce
s
fo
r
pr
ov
is
io
n
of
se
rv
ic
es
C
on
se
qu
en
ce
s
fo
r
nu
rs
es
’h
ea
lth
Po
lic
y
op
tio
ns
pr
of
es
si
on
al
nu
rs
e
vs
nu
rs
in
g
as
si
st
an
t/
au
xi
l-
ia
ry
nu
rs
e
-
w
or
ki
ng
in
ad
ul
t
cr
iti
ca
lc
ar
e
un
it
vs
pa
ed
ia
tr
ic
cr
iti
ca
l
ca
re
un
it.
W
or
ki
ng
in
ge
ne
ra
lw
ar
ds
an
d
ot
he
r
w
ar
ds
pr
ot
ec
ts
fo
r
m
oo
nl
ig
ht
in
g
co
m
-
pa
re
d
to
w
or
ki
ng
in
pa
ed
ia
tr
ic
cr
iti
ca
lc
ar
e
un
it
Ri
sp
el
et
al
.
(2
01
4)
[3
3]
28
%
m
oo
nl
ig
ht
in
g
(9
65
/3
44
2)
A
dd
iti
on
al
pa
id
w
or
k
(n
ur
si
ng
or
no
t
nu
rs
in
g
na
tu
re
)
in
pr
iv
at
e
he
al
th
fa
ci
lit
y,
an
ot
he
r
go
ve
rn
m
en
t
he
al
th
fa
ci
lit
y,
in
su
ra
nc
e
co
m
pa
ny
pr
iv
at
e
he
al
th
la
bo
ra
to
ry
or
sa
m
e
he
al
th
ca
re
fa
ci
lit
y
ex
cl
ud
in
g
ov
er
tim
e;
La
st
12
m
on
th
s
–
–
(a
)
In
te
nt
io
n
to
le
av
e
w
as
hi
gh
er
am
on
g
m
oo
nl
ig
ht
er
s
co
m
pa
re
d
to
no
n-
m
oo
nl
ig
ht
er
s;
(b
)
Pl
an
-
ni
ng
to
go
ov
er
se
as
w
as
hi
gh
er
in
m
oo
n-
lig
ht
er
s
co
m
pa
re
d
to
no
n-
m
oo
nl
ig
ht
er
s;
(c
)
M
oo
nl
ig
ht
in
g
is
a
pr
e-
di
ct
or
or
in
te
nt
io
n
to
le
av
e
pr
im
ar
y
he
al
th
jo
b
–
–
Sa
lm
on
et
al
.
(2
01
6)
[2
5]
(a
)
Re
po
rt
of
a
Be
lla
gi
o
m
ee
tin
g
‘fo
cu
si
ng
on
th
e
la
rg
el
y
ov
er
lo
ok
ed
ar
ea
of
in
ve
st
m
en
t
in
nu
rs
in
g
an
d
m
id
w
ife
ry
en
te
rp
ris
e
as
a
m
ea
ns
fo
r
bo
th
em
po
w
er
in
g
w
om
en
an
d
st
re
ng
th
en
in
g
he
al
th
sy
st
em
s
an
d
se
rv
ic
es
’
Se
co
nd
jo
bs
on
ly
in
di
re
ct
ly
ex
am
in
ed
in
th
e
br
oa
de
r
co
nt
ex
t
of
th
e
ob
je
ct
iv
es
of
th
e
m
ee
tin
g.
Se
le
gh
im
et
al
.
(2
01
2)
[6
5]
Si
m
ul
ta
ne
ou
s
ot
he
r
jo
b
(n
ot
sp
ec
ifi
ed
)
fo
r
15
%
of
nu
rs
es
(ju
st
5…
)
Pa
ra
ná
St
at
e,
Br
az
il
N
o
sp
ec
ifi
c
he
al
th
co
ns
eq
ue
nc
e,
bu
t
sa
m
pl
e
to
o
sm
al
lf
or
si
gn
ifi
ca
nc
e
Se
rr
a
et
al
.
(2
01
0)
[3
4]
(a
)
5%
of
al
lt
he
nu
rs
es
fo
llo
w
ed
ha
d
se
co
nd
ar
y
jo
bs
;(
b)
A
ve
ra
ge
da
ys
pe
r
w
ee
k
in
se
co
nd
ar
y
jo
b
w
as
9
da
ys
.A
ve
ra
ge
ho
ur
s
pe
r
da
y
w
as
9
h
(V
s
9.
9
in
pr
im
ar
y)
87
%
of
m
oo
nl
ig
ht
in
g
nu
rs
es
ha
d
a
fu
ll-
tim
e
jo
b
in
pu
bl
ic
se
ct
or
,
an
d
a
se
co
nd
ar
y
jo
b
in
pr
iv
at
e/
N
G
O
s
Et
hi
op
ia
,
ur
ba
n
an
d
ru
ra
la
re
as
A
gr
ea
te
r
pr
op
or
tio
n
of
nu
rs
es
(5
0%
)
ag
re
ed
in
th
e
se
co
nd
w
av
e
th
at
yo
u
ne
ed
to
ta
ke
up
a
se
co
nd
ar
y
jo
b
to
ea
rn
en
ou
gh
to
su
pp
or
t
fa
m
ili
es
Russo et al. Human Resources for Health  (2018) 16:14 Page 11 of 16
Ta
b
le
1
D
oc
um
en
ts
re
tr
ie
ve
d,
by
ke
y
th
em
es
(C
on
tin
ue
d)
A
ut
ho
r
an
d
ye
ar
M
ag
ni
tu
de
Fo
rm
s
Sp
ec
ifi
c
se
tt
in
gs
/
ex
am
pl
es
D
riv
er
s
an
d
m
ot
iv
at
io
ns
C
on
se
qu
en
ce
s
fo
r
pr
ov
is
io
n
of
se
rv
ic
es
C
on
se
qu
en
ce
s
fo
r
nu
rs
es
’h
ea
lth
Po
lic
y
op
tio
ns
St
ep
he
ns
on
(2
01
7)
[3
7]
O
f
90
0
nu
rs
es
co
m
pl
et
in
g
an
on
lin
e
su
rv
ey
in
th
e
U
K,
47
%
de
cl
ar
ed
en
ga
gi
ng
in
ba
nk
an
d/
or
ag
en
cy
sh
ift
s
Ba
n
on
ag
en
cy
sh
ift
s
is
in
tr
od
uc
ed
fo
r
nu
rs
es
w
ith
a
su
bs
ta
nt
ia
lN
H
S
co
nt
ra
ct
as
a
co
st
-
co
nt
ai
nm
en
t
st
ra
te
gy
fo
r
pu
bl
ic
se
ct
or
Th
e
U
K
A
ge
nc
y
an
d
ba
nk
sh
ift
s
as
a
w
ay
to
ba
la
nc
e
th
e
ca
p
on
in
cr
ea
si
ng
pu
bl
ic
se
ct
or
sa
la
rie
s
Ta
ilb
y
(2
00
5)
[4
3]
(a
)
80
%
(o
f
18
5,
00
0)
nu
rs
es
re
gi
st
er
ed
w
ith
N
H
S
nu
rs
e
ba
nk
s
ha
d
an
ot
he
r
nu
rs
in
g
jo
b;
(b
)
60
%
w
or
ke
d
oc
ca
si
on
al
ly
or
re
gu
la
rly
ad
di
tio
na
ls
hi
ft
s
pa
id
at
ba
nk
ra
te
s
or
ag
en
cy
ra
te
s
–
–
(a
)
N
ee
d
fo
r
ad
di
tio
na
l
in
co
m
e;
(b
)
N
ee
d
to
re
fre
sh
/u
pd
at
e
sk
ill
s;
(c
)
A
tt
ai
n
a
pr
ef
er
re
d
pa
tt
er
n
of
w
or
ki
ng
ho
ur
s
–
–
–
Ta
yl
or
et
al
.
(2
00
4)
[5
2]
C
as
ua
lis
at
io
n
of
w
or
k
M
en
ta
lh
ea
lth
nu
rs
es
in
N
ew
So
ut
h
W
al
es
,
A
us
tr
al
ia
C
as
ua
lis
at
io
n
of
w
or
k
w
as
re
po
rt
ed
to
be
a
m
aj
or
so
ur
ce
of
ca
re
er
fa
tig
ue
an
d
bu
rn
ou
t
W
yn
to
n
an
d
A
.K
le
eb
au
er
(2
01
6)
[3
8]
A
ge
nc
y
nu
rs
in
g,
ot
he
r
co
un
tr
y
(E
ng
la
nd
,
Sc
ot
la
nd
)
Ec
on
om
ic
-
hi
gh
er
ra
te
fo
r
si
ng
le
da
y
fe
es
th
an
in
ho
m
e
co
un
tr
y
of
N
Ire
la
nd
Russo et al. Human Resources for Health  (2018) 16:14 Page 12 of 16
the public sector and/or migrate have been found to be
more frequent among them than in their single-job
peers [33].
Baumann et al. argue that employing an unbalanced
proportion of full-time and casual nurses reduces flexi-
bility of a hospital management, as these latter would be
less available to cover for unforeseen needs [30]. In the
case of Ontario, Canada’s experience with the Severe
Acute Respiratory Syndrome (SARS) epidemic, such fac-
tors, together with the increased dependence of many
hospitals in high-income countries on agency nurses,
have been suggested could compromise the system’s
‘surge capacity’, that is, its ability to rapidly scale-up
services and response in the face of epidemics [48]. In a
qualitative study in rural community hospitals in Canada
about the changing nature of nursing work, Montour et
al. argue that employment in multiple organisations con-
tributes to scheduling issues because casual nurses are
unavailable to fill vacant shifts [49]. And finally, accord-
ing to some studies, some types of health workers’ dual
practice can critically undermine health service
provision and public trust, as it often entails conflict of
interest, idleness, and absenteeism [50].
At a more personal level, Portela et al. show that
taking extra shifts can seriously affect nurses’ general
health and exhaustion levels, with night shifts reported to
be less disruptive than day ones [39]. Such findings on
sleeping patterns are also echoed by Ribeiro-Silva et al.
[51] for hospital nurses in Rio de Janeiro, Brazil, and by
Knauth for workers outside the clinical profession [32].
Casualization of work was also identified as a major
source of career fatigue and burnout in qualitative inter-
views with nurses in Australia [52]. Marginalisation and
exclusion of part-timers by their peers was also reported
to be a major source of dissatisfaction and frustration in
an ethnographic study on Australian nurses [44].
As a positive individual consequence, nurses were re-
ported to value highly the opportunity dual work offers
to complement meagre public salaries in high-income
countries [45] and to support extended families in low-
income ones [34]; in the USA in 1999, nurses earned
more in their secondary job than in their primary em-
ployment [47]. Flexible working hours is another charac-
teristics that nurses would find particularly attractive in
secondary, casual jobs in the UK [43]. In this respect,
Creegan et al. suggest that flexible working arrange-
ments would be particularly suited for the predomin-
antly female nursing workforce [36].
Policy options
Only a minority of the studies retrieved in this review
(eight) present and discuss possible policy options for
managing, regulating, or controlling the practice.
McPake et al. [2] link the choice of policy measures to
the prevalence of the practice and to the country’s regu-
latory capacity. Rispel et al. [21] highlight managing
moonlighters as a key human resource for health strat-
egy in South Africa; consultation with frontline nurses
to counteract the practice’s negative impact is suggested
as a possible policy option.
Electronic time recording, cessation of unpaid over-
time, and controls over the number of shifts are put
forward as alternative measures by other authors [53],
while developing clinical guidelines for hospitals to en-
sure safety of services ‘in the hands of strangers’ has
been called for as a possible institutional measure. Other
scholars have argued for the need for a better under-
standing of dual practice patterns, in recognition of the
fact that more effective planning and management of a
flexible workforce could represent a more suitable
solution than prohibition [36].
Discussion
Our review revealed that nurses engage in multiple job-
holding activities, with varying forms and prevalence in
high-income as well as in low-income countries. The
practice appears to be driven by multiple, complex, and
varying factors beyond the obvious economic motif, and
to have non-trivial consequences, particularly for nurses’
welfare, organisation of health services, and health labour
market. Despite its prevalence and relevance, a surprising
paucity of studies was found on nurses’ dual practice, and
very few policy options have been outlined in the literature
to address the phenomenon.
Although in the nursing profession holding simultan-
eously multiple jobs cannot be necessarily considered as
dual practice, the two areas often overlap, in shapes of
poorly demarcated contours. Consistently with what is
observed for other professions, more than one way
seems to exist for nurses to engage with dual practice,
both in regulated and informal, casual fashions. This
may at least in part explain why the practice has been
under-reported and little regulated through the years,
with some of its forms driven underground or even con-
sidered illegal in some countries [34], and other for-
ms—such as the ‘casualization’ of nursing services—only
recently having come to the fore in the context of rap-
idly evolving health labour markets [33]. This absence of
usable datasets would call for primary research to be
conducted to, first, explore through qualitative research
the specificities of the phenomenon and, second, to
measure them quantitatively.
Unsurprisingly, our review of the available evidence
appears to show that economic considerations are not
the sole driver for nurses taking on simultaneous mul-
tiple jobs [33, 54]. A basic dissatisfaction with the lim-
ited range of duties performed in their main job, limited
opportunities for development, or availability of time
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made possible by night shift arrangements, are other im-
portant factors that may help explain such a decision.
Although much effort has been devoted in the past to
understanding nurses’ burnout [55, 56], surprisingly little
attention has been given to the tendency to take on add-
itional work in presence of an already heavy workload.
In contrast to the comparatively better understood
physician dual practice, the limited evidence reviewed
suggests that nurses’ dual practice is more likely to be
bounded by the very nature of their jobs than it is for
physicians, as typically nurses have limited autonomy
and tend to work as part of a team, rather than as indi-
vidual providers. On this basis, a hypothesis could be
made that, while nurses are more likely to be part of an
established team in their main (public sector) job, sec-
ond jobs are often taken up as individuals, as agency
nurses for one shift, or private home care visits.
Nurses’ personal characteristics also appear to shape
forms and extent of the practice in any one country.
Since taking up additional work in the private sector
may be financially rewarding, but will also add to overall
workload and may not necessarily increase career
prospects, younger and comparatively lower paid nurses
seem to be the ones likely to engage more in the practice
[35, 39]. As a compounding factor, as nurses are pre-
dominantly female and often perform a disproportionate
share of child-rearing and care for elderly or disabled
relatives’ duties, we may speculate that having depen-
dents will likely decrease their ability to take up
additional hours, unless the additional income generated
can compensate for any additional child care costs.
The evidence available suggests that the consequences
of this phenomenon are not negligible, particularly for
the health of those nurses ending up working longer
hours and hospital shifts because of their multiple com-
mitments [39, 51], but also for the organisation of public
and private health services facing a more ‘casual’ and
less-committed kind of workforce [21]. Interestingly, the
most recent literature on nursing and midwifery enter-
prises [24, 25] recognises this limitation and may lay the
grounds for a different type of engagement of nursing
staff with private sector activities. We also did not find
any evidence regarding the importance of economic con-
siderations of nurses’ dual practice, or of any difference
between higher and lower income countries; as we sus-
pect the implications of such practice may have substan-
tial repercussions on the health labour market, this
could represent an area of future research.
This paper is based on a scoping exercise and so has
limitations. The limited and often incomplete evidence
made it difficult to be certain if dual practice is a factor
of relevance in all health systems worldwide, if it is a
major issue for nurse labour market participation, and its
overall impact on the provision of care. With respect to
the latter, this may be because some aspects of dual
practice are on the margins of ‘formal’ work and may go
unrecognised by formal systems of employment and
regulation.
All of the above call for a deeper understanding of the
phenomenon, with the objective of better harnessing the
changing nurses’ workforce worldwide. Following our
review, the core elements of the required research
agenda on nurse dual practice appear to be three-fold.
First, further research is needed to systematically explore
the nature, extent, and impact of nurse dual practice in
different systems and countries; this can be achieved
through the analysis of employment and professional
register/association data sets where these exist, or by ad-
hoc surveys of nurses and/ or workplaces. Analysis of
specific data sets in some countries (e.g. such as the
Current Population Census [57] and the Integrated
Public Use Microdata Series the United Sates; Labour
Force Surveys; and professional registries) may provide
more evidence on prevalence of dual practice and some
of its main forms.
Secondly, there is a need for developing a more in-
formed picture of the reasons why nurses take on dual
practice, their experiences and preferences of dual prac-
tice, and the impact on their broader work/life balance.
This can be achieved through a qualitative approach, ex-
ploring multiple contexts in high- and low-income set-
tings, and different nursing profiles.
Finally, there is a gap of research that establish the im-
pact of dual practice at the policy level—what is its impact
on participation rates, overall nursing hours available in
different systems, what are the trends in incidence, what
is the impact on nurses, and on the quality of care that is
being delivered. Measures could be needed to mitigate
the effects of nurses’ dual practice to protect the provision
of free-of-charge public sector for vulnerable populations.
This latter area for policy research is the most complex
and challenging to interrogate, but also of potentially
great significance. Without a better understanding of
nurse dual practice, it will continue to be a largely ‘hid-
den’ element in nursing workforce policy and practice,
with an unknown level of significance, and an unclear im-
pact on the delivery of care.
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